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ABSTRACT
Background

Chronic otitis media is a chronic inflammatory disease of the middle ear cleft which
is manifested as deafness and ear discharge. It is a common condition affecting 0.5
—30% of any community worldwide, and most common in developing countries. The
prevalence mainly depends on age, low socio-economic status, overcrowding and
limited medical facilities.

Objective

To compare the clinical presentation between chronic otitis media mucosal with
squamous types.

Methods

A prospective, longitudinal and analytical study performed among 200 patients
who have features of chronic otitis media and were attended to in the ear, nose and
throat outpatient department of Dhulikhel Hospital - Kathmandu University Hospital,
Dhulikhel, Nepal from January 2010 to January 2011. Patients who had already
undergone surgery and came back to the hospital, with inadequate information were
excluded from the study.

Results

The results showed that, out of 200 cases, 120 (60%) were chronic otitis media- mucosal
and 80 (40%) were chronic otitis media — squamous. Patients < 30 years were affected
in both groups. The male to female ratio in chronic otitis media mucosal was 1.14:1,
whereas in chronic otitis media squamous, it was 1.96:1. Similarly in etiological factors,
oil and water exposure (76%) was the most common cause in chronic otitis media
mucosal, whereas in chronic otitis media squamous, oil and water exposure (62.5%)
and recurrent upper respiratory tract infection (62.5%) were the most common causes.
Of all the clinical features, ear discharge was the leading feature in both chronic otitis
media mucosal (98%) and squamous (100%) cases. The complications were mainly
seen in the chronic otitis media squamous and the most common complication was
mastoid abscess (5%).

Conclusions

The frequency of chronic otitis media is higher in the younger age group and those
lacking in health education. As a result, it is important to disseminate the health
education regarding the ear disease which will help in decreasing the frequency of the
disease in developing countries like ours.
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INTRODUCTION

Chronic otitis media (COM) is a chronic inflammatory
disease of the middle ear cleftwhichiscomplicated as
partialortotallossofthetympanicmembraneandossicles
andalsocausesirreversiblesequelaewhichismanifestsas
deafnessandeardischarge."?Thisdiseaseisclassifiedinto
healed COM, COM (mucosal) activeandinactive, COM
(squamous)activeandinactiveastheoldterminology
ofchronicsuppurativeotitismediatubo-tympanicand
attico-antralhasbeenabandoned.*COMisacommon
condition affecting 0.5 — 30% of any community. It is
mostcommonindevelopingcountries.Theprevalencein
ourcountryis3.5%.Theprevalencemainlydependson
age,lowsocio-economicstatus,overcrowdingandlimited
medical facility.>®

TheCOMmucosalischaracterisedbyeitherpermanent
perforationoftheparstensawithoutinflammationofthe
middleearandmastoidifitisinactive.lnactivecases,there
ischronicinflammationwithinthemucosaofthemiddle
earandmastoid,characterisedbyintermittentandmainly
mucoidormucopurulentdischargewhichisprecipitated
byupperrespiratorytractinfectionandentryofwateror
oil instillation.®

The COM squamous is characterised by only the
retractionpocketinthetympanicmembraneifinactive
typesandinactivetypesthereischolesteatomawithinthe
tympanicmembrane.’Thereisacontinuousfoulsmelling
dischargeincasesof COMsquamous,andthechanceof
complications is higher than that of COM mucosal.

The various complications associated with COM
squamousaremastoiditis, labyrinthitis,varioustypesof
subperiostealabscess,facialnerveparalysisandpetrositis.
Intracranialcomplicationsincludemeningitis,extradural
abscess, subdural abscess, brain abscess, lateral sinus
thrombophlebitisandotitichydrocephalus.”However,
these complicationsarealsoseenin COMmucosal but
less frequently.

The main aim of our study is to compare the clinical
presentationbetweenCOMmucosalwiththesquamous

type.

METHODS

Thisstudyisa prospective,longitudinaland analytical
studyperformedamong200patientswhohavefeaturesof
COMattendedinear,noseandthroat(ENT)outpatient
departmentofKathmanduUniversityHospital, Dhulikhel,
NepalfromJanuary2010toJanuary2011.Patientswho
hadalready undergonesurgery priortotheirhospital
consultation,and/orreceivedlittleornoinformationwere
excludedfromthestudy.Theresultswereanalysedusinga
simple manual analysis of frequency and percentage.

RESULTS

200casesof COMwereincludedinthestudy. Ofthe200
cases 120(60%) were COM mucosaland 80 (40%) were
COM squamous as showninTable 1.Tables 2,3,4,5,6
and7showage,sexdistribution,theetiologicalfactors,
clinical features and complications are shown in.

Table 1. Distribution of types of COM. (n=200)

Types Number (n=200)
120(60%)
80(40%)

COM-mucosal
CSOM-squamous

Table 2. Age distribution of patients in both COM
mucosal and squamous.

Age group(years) COM mucosal (n=120) COM squamous (n=80)
0-10 40(34%) 7(8.3%)
11-20 26(22%) 26(33.3%)
21-30 35(29%) 20(25%)
31-40 5(4%) 13(16.7%)
41-50 3(2%) 7(8.3%)
>50 11(8%) 7(8.3%)

Table 3. Sex distribution of patients in both COM
mucosal and squamous

Sex COM mucosal (n=120) COM squamous (n=80)
Male 64(53.3%) 53(66.3%)
Female 56(46.7%) 27(33.7%)

Table 4. Distribution of etiological factors in both
COM mucosal and squamous

Etiological factors COM mucosal(n=120) COM squamous(n=80)

Over crowding 3(2.2%)

Oil/water instillation 91(76%) 50(62.5%)
LPR 3(2.2%)

Bottle feeding 13(11%)

Recurrent URTI 16(13%) 50(62.5%)
Family h/o CSOM 33(27%) 10(12.5%)
No factors 5(4%) 20(25%)

Table 5. showing distribution of clinical features in
COM mucosal.

Clinical features COM mucosal (n=120)

Ear discharge 117(98%)
Decrease hearing 97(80.7%)
Earache 16(13.5%)
Tinnitus 7(5.7%)
Itchiness 5(3.8%)
Vertigo -
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Table 6. Distribution of clinical features in COM
squamous.

COM squamous (n=80)
80(100%)
75(93.7%)
25(31.2%)
15(18.7%)

Clinical features
Ear discharge
Decrease hearing
Earache

Tinnitus

Vertigo 3(3.7%)
Diplopia 1(1.2%0
Vomiting 1(1.2%)
Headache 1(1.2%)
Fever 5(6.2%)
Cholesteatoma 70(87.5%)
Polyp 15(18.7%)
Mastoid abscess 4(5%)

Table 7. Distribution of complications in COM
squamous.

Complications COM squamous (n=80)
Mastoid abscess 4(5%)

1(1.2%)
1(1.2%)
1(1.2%)
1(1.2%)

Petrositis
Meningitis
Labyrinthitis
Lateral sinus thrombosis

DISCUSSION

TheCOMismoreprevalentindevelopingcountries
rangesfrom0.5-30%.8Mainlytheaffectedgroupsare
lowsocio-economiccondition,youngagegroupand
with family history of COM.°

Our study showed that the COM mucosal was
120 (60%) and squamous 80 (40%).The majority
of patients were of COM mucosal, which may be
because in mucosal diseases there is profuse ear
discharge,and asaresult patients are more likely
tovisitthe hospital more frequently. However, in
squamousvariety,dischargeisminimalandpatients
tendnottovisitthehospitaluntilthedischargebegins
to smell or until there are complications.

Regarding the age group, patients of < 40years
were most commonly affected with about 89%
in COM mucosal and 83.3% in COM squamous
whichcontrastswiththestudyperformedbytheUK
NationalstudyofHearingwhichreportedindividuals
inthe41-80yearagegroupweretwiceaslikelytohave
COMasthoseaged 18-40years.' However, results
fromthisstudycorrelatewiththestudyperformedby
Islametal,FakiretalandSiddiqueandKhan.'""*This
contrasts withtheagegroup ofthestudyintheUK
whichcouldbebecausetherearetraditionaltrends
whicharespecifictoNepal.Forexample,pouringoil
intotheearcanalduringchildhoodisstillthoughtby
sometowork.andyoungpeoplefrequentlyswimin

the river or pond water without aural protection.

As for the gender distribution, our study showed
that the male sex were more commonly affected
withmaletofemaleratioof1.14:1inCOMmucosal
and 1.96:1in COM squamous whichis similartoa
study performed by Siddique and Khan, Islam et
al.""Bbutthecontrastwiththestudyperformedby
the UK National Study of Hearing which showed
nodifferencebetweenmaleandfemale.'Thisresult
inour study could be because Nepalisarguablya
male-dominatedsociety.Generallyspeaking,menin
thefamilyaretheheadofthehousehold,andthey
aremore aware of their health than women ofthe
household.Asaresult, theirhealthisprioritisedover
women’s.Otherfactorswhichmayaffectthemaleto
femaleratioinNepalisthatmenaremorelikelytogo
swimminginpublicplacessuchasrivers,ratherthan
women.Themalearemoreawarewiththeirhealth
thanfemalesandtheyalsothinkthattheymustbe
healthyastheyaretheearnersinthefamily.Other
reasonmaybemalesmoreoftentakebathandswim
in river.

Inetiologicalfactors,ourstudyshowedthatoiland
waterexposure accountsfor76% ofthecasesand
was mostly responsible for COM mucosal., Other
factorsincludethepatient’sfamilyhistoryof COM,
bottle feeding, recurrent URTI, overcrowding
and laryngo-pharyngeal reflux (LPR). Similarly,
in COM squamous, the oil and water instillation,
recurrent URTI and family history of COM are
mainlyresponsible.Oilandwaterexposurewasthe
main cause of COM in our study as oil instillation
is a traditional - method in our country during
childbirth.Thestudyalsofoundthatwaterexposure
wasamajorcauseforCOMaspeopleoftenswimin
theriversinNepal without protection. Elsewhere,
patient’s with a family history of COM - were also
pronetosufferingfromitastherehavebeencases
of cross-contaminationofinfectionsamongfamily
members.Bottlefeedingbecameafactorasbottle-
fed children had lower immunity as compared to
childrenwhowerefedbreastmilk. Recurrent URTI
causestransienteustachiantubedysfunctionandalso
themucosaofeustachiantubecontinuouswiththat
ofmiddleearmucosawhichcausestransmissionof
infection.*Ourstudyshowedthatovercrowdingwas
alsoresponsibleforcausingCOMasitcorrelateswith
thelowsocio-economicstatusasseeninthestudy
carriedbySiddiqueandKhan,andlIslametal,Bennett
andHaggardstudy.'""*'*Ourstudyshowedthat2.2%
hadhistoryofLPR,the causalrelationcouldbelike
that of study performed by Poelmans et al.'®
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The most common clinical presentation of COM
mucosal in our study was ear discharge (98%)
and decreased hearing (80.7%). Similarly other
presentationswereearache,tinnitusanditchiness.
Thesefindingsweresimilartothestudyperformed
bylslametal,KangetalandWeilingaetal.'*'”'¥The
slightdifferenceinourstudywasthateardischarge
wasthemainpresentationinourpatients.ltmaybe
becausepatientsweremoreannoyedbythedischarge
in the ear rather than hearing loss.

Themostcommonpresentationof COMSquamous
waseardischarge(100%),decreasehearing(93.7%)
andearache(31.2%).Thepresentationsinourstudy
issimilartothatoflslametaland Meimanehetal™
YButdiffersfromthestudyperformedbyWeilinga
etal®*whichshowedhearingloss(83%)tobemore
common than ear discharge (56%).

Thecholesteatomatousfindingswere87.5%inour
study which is comparable to the study carried
outbylslametal*which showed 76.6%, butmore
thanthatofthestudy conducted by Meimanehet
al>showingfrequencyof 42%only.Theincreased
cholesteatomatous finding in our study could be
becauseofnoseblowinghabitinourpatientswhich
lead to change in middle ear pressure.

TherewerenocomplicationsinCOMmucosalcases
inourstudywhereasinCOMSquamoustherewere
total8(9.8%)complicationsoutof80cases.Themost
commoncomplicationswasmastoidabscess(5%)
whichissimilartostudyperformedbylslametaland
OsmaUetal?°whereasothercomplicationswere
meningitis,labyrinthitis, petrositisandlateralsinus
thrombophlebitis.Thefrequencyofcomplication
more in COM squamous which is similar to study
performedbyYoungsetal.>*There were nodeaths
reported because of complications in our study.

CONCLUSION

Theresultsconcludedthatthefrequencyof COMoccurs
more in younger patients and those lacking health
education. Thus, it is important to first tackle health
education regarding ear diseases which will help in
decreasingthefrequencyofthediseasefirstly.Similarly,
earlydiagnosisandinterventioncouldpreventthedreadful
complications of ear disease.
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